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Is it possible to get that lung to expand by closing the fistula ? The operation would not be so severe as it would in a child without a pneumothorax, and it would seem possible to explore for the fistula and then close it, thus giving the left lung a chance of expanding, [Dr. E. U. WILLIAMS demonstrated the skiagrams on the screen. He said there was a report that dextrocardia was present at the age of 3 weeks, but he thought the condition had probably always been the same.]
Discussion.-Dr. B. SCHLESINGER said he had seen this case some months previously, and it had puzzled him. He agreed with Dr. Chodak Gregory that there was probably a bronchial fistula, but he would be chary about operative procedure, even in the able hands of Mr. Waugh, particularly as he did not think the lung would ever expand again.
Dr. A. G. PHEAR said the suggestion that there was congenital absence of the lung was a difficult one to support. On that view it was not easy to see why there should be pneumothorax at all. Assuming that there was a bronchial fistula, he thought something should be done to discover whether it was possible to close it. The condition of the child at the present time was precarious; there had recently been an attack of broncho-pneumonia, from which it had recovered; that piece of good fortune, however, was not likely to be repeated should there be another attack.
Dr. CHODAK GREGORY (in reply) said she agreed that probably the child would not be able to recover from another attack of broncho-pneumonia; though he had gone through the last without signs of fluid on the left side. Before operation she intended to explore with lipiodol, though she had not much hope that it would reveal the site of the fistula. Heart enlarged; cardiac impulse in the sixth and seventh interspace. Left border of cardiac dullness in mid-axillary line; no enlargement to right; upper border in second space. Systolic and diastolic murmurs in aortic area and immediately to left of sternum; systolic bruit at apex, also well heard over the back.
Dr. F. PARKES WEBER said this was an excellent case, and he would go further than Dr. Schlesinger and say that it not merely might-but must-be stenosis (coarctation) of the aortic isthmus, of the adult type. He did not, however, agree with the exhibitor's suggestion that the cardiac murmur might possibly be due to a patent ductus arteriosus, as that would quite negative the exhibitor's original diagnosis. As far as the speaker was aware, in no true case of stenosis of the aortic isthmus had a patent ductus arteriosus been discovered at necropsy; in fact, "coarctation " of the aortic isthmus might be regarded as an extreme degree of closure of the ductus arteriosus. It was a closing or stenosing of the aorta at the region of the entry of the ductus arteriosus, due to an excess of the " closing process." It was far more likely that the murmur was due to aortic incompetence. In this case, he suggested, there was a slight congenital valvular malformation at the aortic orifice, for instance, a bicuspid orifice, such as had several times been found in association with aortic isthmus stenosis. Owing to the extreme extra strain thrown on the heart, as the result of the isthmus stenosis, there were possibly also secondary changes at the aortic valves. For twelve months before admission parents noticed that legs were becoming bowed and child was growing paler. Early in September, 1929, an attack of diarrhoea developed, lasting one week and followed by a severe epistaxis. The nose was packed, but the next morning when the packing was removed the bleeding began again. Admitted to Paddington Green Children's Hospital, September 3, 1929.
